Identifying Vascular Surgical Errors – A Step Towards Improved Patient Safety  by Boyle, J.R.
Eur J Vasc Endovasc Surg (2011) 41, 803e804INVITED COMMENTARY
Identifying Vascular Surgical Errors e A Step
Towards Improved Patient SafetyJ.R. Boyle*Cambridge Vascular Unit, Cambridge University Hospitals, Box 201, Addenbrooke’s Hospital,
Hills Road, Cambridge CB2 2QQ, UK
Submitted 31 January 2011; accepted 31 January 2011
Available online 8 March 2011Evidence suggests that the majority of surgical complica-
tions are avoidable.1
Arterial surgery is often complex and aimed at preser-
vation of life or limb with inherent significant risks of
complications and death. This study aimed to identify
avoidable errors in patients undergoing vascular and
endovascular procedures in order to improve future patient
safety.
Contemporary studies from the Safe Surgery Saves Lives
Study Group2 and the SURPASS Collaborative Group3 have
highlighted the benefits of surgical checklists in reducing
mortality and complications after surgery. In this study the
World Health Organization Surgical Safety Checklist was
completed in all cases but only identified 3.1% of all fail-
ures. The vast majority, 97% of the errors occurred during
the operative procedure. The size of the patient population
in this study did not allow the authors to correlate the
recorded errors with outcomes, but potentially the high
proportion of surgical procedural errors would provide
a large target to further improve patient safety.
However to establish the relationship between surgical
errors and outcome we need to ascertain which of the
identified failures correlate with complications and death.
Clearly this preliminary study aimed at identifying errors is
not able to answer this important question. Furthermore
only 5.2% of the, large number of, identified errors wereDOI of original article: 10.1016/j.ejvs.2011.01.019.
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safety or treatment quality. Therefore clinical significance
of the majority of low severity failures identified in this
study needs to be established.
Furthermore the type of failures identified is important
with only 9% of errors technical (3.6%) or psychomotor
(5.4%). The majority of errors were equipment related
(23.5%) or communication failures (21%). Unavailability of
equipment accounted for half of the equipment errors,
many of which could have been potentially identified
during the WHO checklist. However the fact that these
errors were not recognized at an earlier stage highlights the
most significant finding of this study in that 70% failures
occurred in combined surgical and endovascular proce-
dures. Combined procedures often involve sequential open
and endovascular surgery, with the endovascular team not
present at the outset potentially explaining why the
equipment availability and resource management failures
were not acknowledged at the beginning of the procedure.
Communication is clearly paramount with a multidisci-
plinary approach to complex vascular surgical operations.
Ideally one team with all the required skills to complete the
procedure should be present at the outset and throughout
the procedure. A number of the errors identified during the
combined procedures in this study may well be eliminated
by a new generation of endovascular surgeons with
combined open surgical and endovascular skills that allow
them to perform the entire operation.
The recognition of surgical errors and the identification
of their aetiology should allow the development of strate-
gies aimed at their elimination. Vascular surgicald by Elsevier Ltd. All rights reserved.
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cations and death and therefore vascular surgeons are
under increasing scrutiny from health care commissioners
for transparency of outcome reporting and quality
improvement. Despite the compelling evidence of the
positive effect of unit and surgeon volume outcomes in
vascular surgery,4 this study identified a large number of
surgical errors in a “tertiary level regional vascular unit”.
The fact that the failures of communication and the lack of
vital equipment identified in this study may occur more
frequently in lower volumes units would be to miss the
point. As vascular surgeons we must accept that errors
occur in order to identify strategies to prevent them and
improve patient safety.
In the United Kingdom we are currently developing
quality improvement programmes for both aortic aneurysm
surgery and lower limb amputation. The Abdominal Aortic
Aneurysm Quality Improvement Programme (AAA QIP) has
been set up by the Vascular Society of Great Britain and
Ireland and aims to reduce mortality associated with aortic
aneurysm surgery to 3.5% by 2013.5 In addition to identi-
fying and disseminating areas of good practice this process
will identify poor practice and failures and allow strategies
to be developed to prevent them. Many of the advances in
care may occur in pre-operative risk and multidisciplinary
assessments however this study identifies targets for intra-
operative quality improvements.
The authors are to be commended for their candid
insight into the errors that occur during complex vascular
surgery. Their proposal of a second checklist at the start of
the endovascular phase of a procedure may eliminate someerrors but I would argue that a more comprehensive
checklist at the beginning of the procedure would avoid the
identification of missing personnel or equipment half way
through. Procedure specific checklists may have a role but
we must be aware that extensive checks may prove difficult
to implement.6
Clearly further studies are required to identify which of
the failures identified in this manuscript are important and
influence patient outcome and to develop strategies to
prevent them. Surgeons are averse to reporting errors but I
would encourage others to honestly evaluate failures in
their own practice in order to improve patient safety.
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